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This article discusses the use of a liaison to facilitate the transition of patients 
from the hospital to the day-treatment center. Advantages are examined in 
some detail, beginning with the inception of the idea to refer a patient, through 
the presentation of the idea to the patient (including dealing with his or her 
resistances), the actual process of referral to and communication with the day- 
treatment center, and, finally, the patient’s eventual follow-through and ultimate 
engagement in treatment. Supportive data are presented, in terms of both the 
increased number of referrals to the day-treatment center and case examples of 
the model’s usefulness over the 5 years of its employment. 


KEY WORDS: collaborative referral; transitioning patients; liaison. 


INTRODUCTION 


In most forms of mental-health work it is recognized that “getting the 
patient into treatment” is a critical accomplishment that can prove quite chal- 
lenging to a referring professional. Whether it is a school referral of an emotionally 
disturbed child or family to a mental-health center, a friend or family urging a 
decompensated individual to enter a psychiatric hospital, or a psychotherapist 
sending an obese patient for behavior modification, many patients are lost to 
treatment before they enter the door. 
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This is no less true for a referral of a hospitalized patient to day treatment, 
especially when the day-treatment center is located elsewhere than on hospital 
grounds. Though day treatment has proven its effectiveness both in reducing re- 
hospitalization rates and in ehancing patients’ psychosocial functioning (Meltzoff 
and Blumenthal, 1966), many individuals who need day treatment do not receive 
it even when this treatment is available. One review of the literature (Kirk, 1977) 
found that between 10 and 60% of discharged patients receive some form of 
aftercare, with the mean only 47%. The bridge from the hospital to the day- 
treatment center can be a weak one which frequently needs shoring up, main- 
tenance, and rebuilding if patients are to use it effectively. 

This paper presents the “collaborative model” as a means to improve this 
situation. This model views the patient’s leaving the hospital and entering the 
day-treatment center as a transition process from one phase of treatment to the 
next natural one (when clinically indicated). It is, thus, an alternative to the 
“referral model,” where the day-treatment center is seen as a distinct and 
separate agency where the patient is sent to receive more help. 


THE COLLABORATIVE MODEL 


For the past 5 years, the Boston Veterans Administration Day Treatment 
Center and Hospital (located on opposite sides of the city) have made use of a 
liaison (the author) to facilitate the transition of patients between the two 
institutions. In this case the liaison is a day-treatment staff member, though a 
hospital clinician might just as easily have been employed. The liaison spends 
part of one morning a week on the psychiatric wards at the hospital attending 
ward rounds and meeting informally with staff and patients. A somewhat dif- 
ferent liaison program has been developed elsewhere and has proven effective 
(Boyd and Henderson, 1978). This paper presents a more detailed examination 
of the transition process than appeared in the above work and considers how 
this process differs when using the collaborative rather than the referral model. 

The usefulness of the liaison system begins at the very inception of the 
referral and continues through the evaluation of the patient at the center to the 


patient’s eventual engagement in regular programming. It may then continue 
through long-term treatment collaboration. 


INCEPTION OF THE REFERRAL 


Staff at the hospital (permanent as well as training staff) are sometimes 
uninformed, poorly informed, or misinformed about day-treatment services. 
The liaison can provide information about programming and staffing. Such face- 
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to-face presentations by a day-treatment center staff member often result in a 
very positive response (as commonly occurs when professionals from collaborating 
agencies meet in person). Typical comments include “I was unaware you have 
individual therapy” (or vocational counseling, or a workshop, or psychiatrists) 
and “It sounds like a program we need. How do we refer?” This first-party 
information appears to have a greater impact than does in-house education about 
an outside agency. (Yet another dimension to this knowledge has been added on 
several occasions when in-person visits to the day-treatment center by psychiatric 
residents have been arranged through the liaison.) In addition, stereotypes can be 
corrected; for example, the impression lingers that our center treats only chronic 
cases, even though a great amount of energy is invested in goal-oriented program- 
ming for young veterans. | 

Adding to the impact of this face-to-face contact is the regular physical 
presence of the liason at ward rounds. One chief resident noted that this avail- 
ability “makes us think of the day-treatment center.” Over time, the liaison 
becomes a familiar face to both permanent and training staff. Even after the idea 
of referring a patient is conceived, the hospital clinician sometimes needs addi- 
tional sanction or approval from a day-treatment representative before he or she 
feels the case is an appropriate one for transition to day treatment. He or she 
can receive this sanction through discussion of the case with the liaison in rounds 
or via a phone call to the liaison at the center. | 

Statistics support the value of this phase of liaison work. In the 2 years 
preceding the use of a liaison between the hospital and the day-treatment center, 
referrals averaged eight per year. In the 5 years the liaison has existed, referrals 
have averaged 33 per year. 

These figures can be compared with those for the Walk-In Clinic (WIC) of 
the Psychiatry Service (the service of which the day-treatment center is also a 
component) of this V.A. outpatient clinic. The WIC, which has no liaison, might 
well be expected to receive as many patients on referral from the Veterans Ad- 
ministration Hospital for follow-up medications and psychotherapy as the day- 
treatment center receives for follow-up care. However, during 1 year of the period 
indicated above, fewer than 10 patients from the hospital presented themselves 
to the WIC. (More may have been referred and not shown up; the WIC, without 
a liaison, is unaware of the total number of referrals.) 


TRACKING THE REFERRAL 


Once the referral is made, the liaison can assist in negotiating the inter- 
blocks that sometimes impede or abort a transitioning 
level; it includes supplying the ap- 
bing additional data required, and 
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j ker handling the case. Hospital 
providing the name of the n a Jay treatment center ee 
staff also need to be kept upto a for certain kinds of patients (e.g., young 
as waiting lists and availability of space tor © 
ae example of this was the case of a young man a ae 

ter because it was feared his homosexual behavior woule eae 
nee in the group to which he would be referred. But me - oe a 
: j usly questioned the decision. 
See area p a ak Gad a staff insist that the young man 
m n DR j ee d lv in need of day treatment, and 
was both quite discreet 1n his behavior and sore yin per ete 
communicated this information to the day centers intake committee. 
tion was then reversed, and the patient was eventually evaluated as appropria 
enter. 
ü E : related case, a transitioning veteran with an alcohol abuse history, 
who also had a prior involvement with the outpatient psychotherapy clinic of 
the Psychiatry Service, was “ping-ponged” around for a couple of months (even 
before he was seen) among the intake teams of the day-treatment center, the 
. psychotherapy clinic, and the alcoholism unit. Negative feelings were developing 
` among hospital staff and the patient was not being treated. The liaison was able 
to help untangle this process so that the patient could be enrolled at the day 
center. | 
This kind of advocacy work increases the feeling of hospital staff that the 
center is receptive to referrals. It also improves adherence to proper referral 
procedures, including the provision of referral forms and psychiatric data for all 
patients, and setting appointments rather than sending patients for walk-in visits. 
Another critical period in transition begins after the referral has been made. 
First, both staff may need to exchange further information to determine the ap- 
propriateness of day treatment. Then, a transitional phase of “introductory 
visits” or partial membership (while the patient is still in the hospital) may be 
arranged to facilitate transition. This trial membership may also need to be 
monitored by day-treatment and hospital staffs together. The liaison is in an 
advantageous position to expedite these tasks, especially if the intake worker 


and hospital clinician have not yet established effective communication with 
each other. 


ENCOURAGING PATIENT FOLLOW-THROUGH 


This postreferral period is also critical due to patient resistances. Here, a 
special role the liaison plays involves meeting the patient on the ward. This 
face-to-face contact has a value similar to that already cited for the liaison’s 
contact with hospital staff. The patient meets a caring and empathic representative 
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of an institution which previously was only a name with no positive human 
feelings associated with it. The liaison is also in a better position than are hospital 
staff to determine patient needs and interests that mesh with day-treatment 
programming; he can then provide feedback to the patient. One can tell a young, 
relatively nonverbal patient that arts and crafts and volleyball at the YMCA 
are available, or state to a highly verbal and motivated patient that insight- 
oriented therapy and vocational counseling are offered, or inform a patient who 
feels financial pressure to get a job that he or she may join the center for only a 
brief time if desired. This, of course, has a positive effect on patients’ receptive- 
ness to transition to day treatment. Also, the sight of a familiar person (the 
liaison) at the center once the patient visits can be reassuring. 

An illustrative case is a patient who had been interviewed for and become 
enthusiastic about day treatment but then became suicidal and depressed as 
hospital discharge neared. For the time being he was, thus, unable to begin 
visiting the center. The liaison was able to help sustain his motivation (and lift 
his spirits) when, after negotiating with day-treatment staff, he could personally 
reassure the veteran that a space in a group was being reserved for him. 


LONG-TERM TREATMENT COLLABORATION 


Transition from the hospital to day treatment can be seen as a long-term, 
never-completed process, since patients often have to return for repeated hos- 
pitalizations. It is, unfortunately, often difficult to establish and maintain ef- 
fective communication between institutions at these critical junctures. The 
liaison can play a critical role, which can begin around basic logistical concerns: 
informing day-treatment staff that the patient has been admitted, if need be; 
supplying both staffs with the name of the responsible clinician to contact; 
giving telephone numbers and times to call in order to reduce the aggravation 
sometimes experienced in trying to make telephone contact; and communicating 
information directly if contact has not yet been made. These exchanges might 
never occur without the liaison’s intervention. In addition, personal observations 
of the behavior or mental status of the patient are particularly useful for both 
staffs, because the liaison is familiar with the patient’s baseline condition. 

The liaison is also in a position to facilitate communication when affective 
factors threaten collaboration. This situation can arise with patients who are 
very demanding, hostile, manipulative, suicidal, or in some way threatening to 
either staff. For example, the liaison has, on several occasions, heard angry 
feelings expressed by hospital clinicians concerning commitment papers from 
day-treatment staff which included orders (rather than recommendations) for 
specific treatment plans and lengths of stay. The liaison has been able to provide 
ventilation to a more neutral party and, also, to point out the anxieties that were 
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generated in day-treatment staff by the patient’s suicidal, acting-out, or ma- 
nipulative behavior, anxieties most clinicians can readily understand. 

A case in point is a patient whom day-treatment staff decided unilaterally 
to discharge from the center (after recently sending him to the hospital) when 
they learned that he demonstrated some violent behavior on the ward. Besides 
being a controversial clinical decision, it caused consternation in hospital staff 
who were preparing to discharge the patient back to the day center. The liaison 
was called upon by the senior resident as someone the latter felt he could talk 
to and have his concerns heard. The liaison was then able to have the appropriate 
staff at each institution speak with each other, resulting in the constructive 
resolution of the matter. The patient is still an active member of day treat- 
ment. Similar conflicts and difference are not uncommon, and they may call 
for the liaison’s intervention. 
| It can also be helpful to a rehospitalized patient to have continuing contact 
with a day-treatment staff member. Especially if the hospitalization is medium- 
to long-term, the patient feels support, and his or her ties to the day center are 
kept alive by the liaison’s regular contact. One such patient was rehospitalized 
for a full year and was unable to visit the center. He looked forward to the 
liaison’s weekly or biweekly contacts despite his depression. It is hoped that 
such contacts can also serve to remobilize some patients and hasten their dis- 
charge. 

In a related vein, on occasion the liaison has given feedback to hospital 
staff that a former unmotivated patient of theirs had become securely engaged 
in day treatment. This reinforces the referral process for the benefit of future 


patients. Without liaison work, the staff would receive little, if any, follow-up 
information. 


USE AT OTHER AGENCIES 


This collaborative system can be used in any hospital or partial-hospitaliza- 
tion program. The clinician utilized can be a day-treatment or hospital staff 
member but should have a particular interest in those patients who “‘fall be- 
tween the cracks” in the traditional referral process. He or she might be an 
intake worker at the day program or a hospital clinician with responsibility 
for aftercare planning. 

Since critical factors in the liaison’s usefulness are the long-term relation- 
ships with staff at the collaborating agency and knowledge of its procedures, its 
staff turnover, and the patients shared over time, the liaison should be a per- 
manent staff member. The liaison also needs to be ready to step outside his or 
her own agency in order to empathize with professionals at the other institu- 
tion. Allegiance must be held to the transition process, not to one’s home 
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agency. With such an orientation, the liaison can likely succeed as long as he or 
she maintains continued contact both with those hospital personnel who initiate 
transition and with day-treatment staff who handle intake into the partial- 
hospitalization program. 
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